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medlcal treatment, written and telephone
communicalions, personal care, vislts, and
meetings of family and resident groups, bul this
daes not require the facllity to provide a private
room for each residant,

| Except as provided in paragraph ()(3) of this
- saction, the resident may approve or refuse the

release of personal and clinical records to any
individual outside the facility.

The resldent’s Hght to refuse release of personal

. and clinical racords does not apply when the
: resident is transfered to anolher health cara
" institution; or record release ls required by law.

* The facility must keep confidential all information

contained in the rasident's records, regardless of
the form or storage methods, axcept when
releasa is required by transfer to another

* healthcare institution; law; third party payment

contract- or the resident.

iy ! SUMMARY STATEMENT OF DEFICIENCIES o ! PROVIDER'S PLAN OF CORRES ~ 1§ ()'E’ 7 )
PARFIX (EAGH DEFICIENCY MUST RE PRECEDED BY FULL | PFREFIX | (EACH CORRECTIVE ACTION qHOUL — COVPLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG i CROSS-REFERENGRED TO THE APPROPRIATE PATE
‘ DEFICIENCY)
£ 00D | INITIAL COMMENTS F 000
Preparatlon and/or executlon of this plan of
: correction does not constitute ndmlssicT or
N i agreemant In full or in part, by the provider, of
An annual survey and an abbraviated eurvey (KY the truth of the fact, or the conelusians set farth
! #15440) was conducled on 10/12/10 through i Inthis statement of ddericléencles‘ Thiz plan of
i i HH 7 orrettion Is prepared and executed sole!
. 10/14/10 to detarmine the facility's compliance ! ;ecaum Itis Eeql\)i‘lred by the provisions se_?t forth In
with Federal requiraments, The facility failed to Federal and State Law.
meel requirements for recertificatlon with the
highest §/S of "E". KY #15440 was substantiated
with deficiancies clted, 164
F 164 | 483.10(e), 483,75(1)(4) PERSONAL F 164! Itls the normal practice of Creekwood
88=¢ | PRIVACY/CONFIDENTIALITY OF RECORDS ' Place Nursing and Rehab Center to
ensure the provislon of personal privacy
by ensuring the privacy curtning are
: The residenl has the right to personal privacy and pulled during care.
. confldenuahly of his or har persanal and clinical
records.
CORRECTIVE ACTION FOR RESIDENTS
Personal privacy includes accommodations, AFFECTER 8 THIS - RRACTICE

Staff Identifled as providing care for residents
© o (#1, #6, #8, and #20) were re.educated on
i 10/13/10 by the Admlinlstrator regarding
the need to pull privacy curtalns during care.
They will also be re-educated along with
-remalning staff thru 12/8/10 by the Staff
fevelopment Coardinator regarding
providing visual privacy. Residents (#1, #6,
#8, and #20) are heing provided personal
privacy by staff pulling the privacy curtains
durlng thelr care,

| HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED WERE
IDENTIFIED:

All resldents were [dentifled as having the
need for visual privacy during care,

. therefore staff for all residents were re-

| educated as described below.

MEASURES OR SYSTEMIC CHANGES TO
PREVENT RECURRENCE!

Re-education was provided to staff Including
nursing assistants, medication aides, and
licensed nurses on 10/13/10, 10/14/10,
10/15/10, 10/16/10, 10/21/10, and 10/25/10
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Any deficlency 51

cnt ending with an aslerizk (*) denotes racﬂc loncy which the Inatitutlon may be sxcusod from correcting providing Il 15 dotarmined thal

other safeguards provide sufficlent profaction to the patients. (S6¢ Inslruclions.) Except for nuraing homaes, tho fi findings slaled abave Ara disclosablo 90 days
followlng tha dats of survey whethar or not a plan of correctlon s proviged. For nursing homes, tha sbova ﬂndlngg and plans of correction are disclosable 14
deys [ollowlng the dale lhese decuments ato mado avallsbls to the facllity. If deficlengias arc ciled, an appraved plan of correction is roqulsiie lo continuer

program periicipslion.
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to be treatad equally and with dignity.

! 1. A record review revealed Resident #1 was

: admitted to the facliity on 07/19/10. A review of a
: quarterly Minimum Dala Set (MDS), dated

: 09128110, rovpaled the facility identified Regident
* #1 as cognitively independent and required

! extensive assistance with bed mobility and

i transfers. The MDS revealed the resident had an
} indwelling cathater and was incontinent of bowel,

staff did not ensure privacy during provision of
woundicatheler cara for Resident #1, by pulling
| the privacy curtain. The eurtain was open and the
| rasident was visible to snyone entering the
| resident's room,

%
| An observation, on, 10113105t 1:00 PM, revealed
i

! tnterviows with Licensed Practioal Nurse (LPN) |
#1, on 1071310 at 1:10 PM and Certified Nurse
Aide (CNA} #1, on 10/13/10 at 1:40 PM

. respactivaly, revealed the privacy curtain should

i have been pulled around Resident #1 while

‘ providing ¢are.

S0 SUMMARY STATEMENT OF DEFICIENCIES i 0] PROVIDER'S PLAN OF CORAECTION 15
PREFIX | (FACH DEFIGIENCY MUST BF FRECEDED BY FULL i FREFIX (EAGH CORREGTIVE AGTION SHOULD BE COMPLETION
TAG i REGULATORY QR LSC IDENTIFYING INFORMATION) i TAG CROSS-AEEERENCED 10 YHE APPROPRINTE QATH
I DEFCIENCY)
F 164 | Continued From page 1 E 1684
E This REOU;REMENT is not mel as eviden(}ed rofated to the ;equ[rement to provide
¢ by; personal privacy with an emphasis on the !
i use of privacy curtalns to provide visual :
; Bas_,ed on observatlonsf. lnlervlews_gnd r_ecord peivacy during care, This education was ;
i raviaws, it was datarmined tha facility failed to canducted by the Administrator and tha }
. ensure the provision of personal privacy by 5iaff Development Coordinater. :
i ensuring the prwgcy curiains were pulieq during Further re-education relsted 1o the ;
care for three residents (#1, #8 and #8), in the requirement to pravide personal privacy by
satacted sampla of 19 and one resident (20), not use of privacy curtalns during resldent care
in th lected le. Findi include; will be provided to all nursing staff, (ncluding
in the selected sample. Findings include; aurslng assistants, meglcation aides, and
licensed nurses not previously tealned In
A review of the facility's policy/procedure, "Rights tralning sesslons scheduled from 10/1.3- |
¢ ' y.d P ) ..y P ‘ g 10/25/10. Tralning wil be contlnued with
of Nursing Home Residents”, which was nat staff who have not been tralned through
.+ | dated, reveated nursing home residents had the 11/12/10. This training will be provided or
i i coordinated by the Staff Development :
right to privacy in medical {reatment and the right S riinator. Any aateon not trained by 111/1.3/10

11/12/10 will be trained on thelr next
scheduled day of work hafore baginning
thelr shift. The staffing coordinator will

be responsible for arranglng or providing
tralning to anyone schaduled to work after
11/12/10 who has not yet bean trained.

HOW CORRECTIVE ACTIONS WILL BE
MONITORED:

A 10% sample of residents wii! be selected
by the QA cormmilttee to be observed during

- care o verify that visual peivecy Is-provided.

These observations will be conducted dally
for seven {7) days, then weekly for three {3}
weeks, and then manthiy for a duratlon of
time to be detarmined by the QA committes
. The sample wilt in¢lude restdents on ali
unlts and wil be conducted on all shifts,
Creslgnees from the QA committee to
Inglude the Stafi Develepment Coordinator,
A nurae, ADON, MDS Coordinators, DON,
and Adesinletrator will be asslgned to
chserve staff members providing care to the
sample of restdents to verlfy the provislon of
personal privacy by pulling privacy curtains
curing care,
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An Inferview with Nurse Aida (NA) #1, on
$0/13/10 at 1:20 PM, revealed she realized
privacy was not provided for Resident #1. She
stated, "The privacy curtain should have been
pulled just in case someene entered the room
wilthout knocking on the door.”

: 2. A racord review revealed Resident #6 was

: admitted to the facility on 07/14/10, A review of
the quarterly MDS, dated 08/26/10, revealsd the
facility identified Resident #6 as cognitively
independent and required extensive assistance
with bed mobility,

An observation, on 10/13/10 at 9:40 AM, revealed
privacy was not provided for Resident #6 during

- --provision-of wound-care. The-pravacy curain-was
not pulled and the resident was visible to anyone
gntering the resident’'s rogm during the care,

, An intapviaw with LFN #1, on 10/13/10 at 1:10
PM. revealed he did not pull the privacy curtain

! for Resldent #5, because the resident did not

! have a roormmate. He stated, "l should have

: pulled the curiain because someone could have

: walked in the room.”

An interviaw with CNA #1, on 10/13/10 at 1:48
PM, revealnd sha was aware of the potential for
someone o enter the resident's room during
wound care. She stated the privacy ouriain
should have been ulllized,

3. Arecord review revealed Resident #8 was
adritted 1o the facillly on 03/15/10, Areview of 2
quarterly MDS, dated 08/13/10, revealed the
fagility identified Resident #8 as cognitively
indapendant and required extensive assistance
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Continued From page 3
with hed moblity and transfers. The MOS

ravealed tha resident had an indwelling ¢atheter
and was frequently incontinent of bowel.

An observation, on 10/13/10 at 2:20 PM, revesled
Reglstered Nuorsa (RN) #1 did not ensure
personal privacy during provision of a skin
assessmant. The privacy curlain was pulled
separating Resident #8 from hlsfher roommate;
however, the curtain was not pulled completely
araund the resident’s bed t0 ensure visual privacy
fror anyone apening the door or entering the
room.

An interview with BN #1, on 10/14/10 at 1:34 PM,

. revealed she thought both curtains had been

pulled.

4. Arecord review revealed Resident # 20 was
admilted to the facilily on 05/18/10. A review of
the quarterly MDS assessment, dated 08/15/10,
revealed the facility identified Resident #20 as
soveraly cognitively impaired, frequently
incontinertt of bowel and bladder and required
extensive assistance of two staff for transfers and
toilating.

An abservation, on 10/14/2010 at 9:32 AM,
ravaalad the resident's door was closed. Thig
surveyor knocked on the resident's doar. CNA #2
cpened the door and observation revealed
Resident #20 was on a bedside commode, The
privacy curtain was not drawn ground the
resident's bed to provide visual privacy. The
resident was exposod in full view to his/her
roommate and anyone entering the room or in the
hatiway.

Ar interview with CNA #2, on 10/14/2010 at 1:15

F 164,
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PM, revealed she did not pull the privacy curtain !
due to the privacy curtaih was very hard to pull. i
An interview with the Director of Nursing, on i
10114/10 at 9:55 AM, revealed she expected staff
to provide privacy and pull privacy curtalng during
care, She stated, "It would be ldeal to puli the
| privacy cuntain in a residant's room, even If the
restdant does not have a roommate,”
F 282 | 483.20(k){(3){ll) SERVICES BY QUALIFIED F 282 i
s5=p | PERSONS/PER CARE PLAN F 282

The services provided or arranged by the facilily
mus! be provided by quailfled persons In
accordance with each rasidant's written plan of
care,

: This REQUIREMENT is not mel as evidenced
Dby

Based on Interviews and racord review, it was
determined the facllity failed to ensure services

. were provided in accordance with the care plan

. for one resident (#9), in the selected sample of
l'19. On 09/09/10, Resldant #9 sustained a fall

| from a shower bed in the shower room. One staff
, member was providing the bath. The resident had
| been assessed and care planned for the

| agsistance of two slaff, while in the shower room.
i Findings include:

l A review of the faclilty's policy/procedure,

| "Comprehiensiva Care Plans”, dated 02/17/09,

i revealed "The plan of care will be stated clearly

| and wlll [dentify the resldent preblem, measurable
| goals to be achleved, which Include timatables ta
. mest resident's needs, and the intervention to be
| folfowat by staff in providing the resident cars.

i Each spproach will identify the disclpline

It |5 the normet peactice of Creekwood
Place Nursing and Rehab Center to
ensure servicey gre pravided by
qualified peryonal in sccordance with
each resident's written plan of care,

CORRECTIVE ACTION FOR RESIDENTS
AFFECTED BY THIS PRACTICE:

Nurslng staff responsible for praviding care
to resident (#9) were re-educated an

9/9/10 by the ADON, DON, QA Nurse, and
Steff Dovelapment Coordinator to provide
showers to resident (#9) with the assistance
of two staff members in accordance with her

written pfan of cars.
Resident [#9) Is recelving showers with

the assistance of two staff members In
accordance with her writtep plan of care,
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responsible for the care defivery.”
' HOW OTHER RESIDENTS HAVING THE
A record review reveated Regident #9 was POTENTIAL TO BE AFFECTED WERE

admitted to the facllty, on 01/15/07, with
diagnoses (o Include Urinary Tracl infectlon and
Late Effect Carebrovascular Accident,

A review of the annual Minimum Data Set (MDS),
dated 08/17/10, revealed the facility identifiad the
rasident as moderately cognitively impaired,
required extenslve assistence of iwo staff with
bed moblilty and transfers, was non-ambulatory
and required total assistance of two staff with
bathing. Resident #3 had left sided paralysis
from @ past stroke snd was not interviewable,

i A review of the resldent's Comprehenslve Cars

| Plan, "Self Care Deficit," dated 08/17/10, revealed
interventions 10 Include: "Total assistance of two
with shower; shower two limes per weak: Partial

‘ path on in-between day,; Uses shower bed." A
review of the "Nurse Aide Data Sheetl,” dated
(8/18/10, revealed the resident required
azsistance of twa siaff in the shower, using a
shower bed.

A raviaw of the nurse's note, dated 09/09/10 at
" 9:30 AM, revealed Licensed Practical Nurse
i (LPN) #2 was summoned 1o the shower room end
. obgerved Resident #0 lying on histher back on
the Roor, Staff reported the resident rolied off the
; shower bed. The nurse assesszed the resident as
. alert and verbal and a small abrasion was noted
« on the lefl side of the resident's ¢hin and right
i knee, The resldent was transferrad by four staff
! membars from the floor to the shower bed, using
| & sheet. The resldent complained of a headache
[ and neuro-checks ware initiated, which were
{ within normal limits, The physiclan was nolified,

IDENTIFIED: i

The wrilten plsn of care for current residents !
was raviawad by the ADON and QA nurse ‘
ta [dentify residents requiring assistance of
more than one staff member for showers,
The review was completed by 9/15/10.

MEASURES OR $YSTEMIC CHANGES TO
PREVENT RECURRENCE:

Re-aducation was previded $/9/10 thru
9/20/10 &nd again 10/13/10 thru 10/18/1Q
and agaln 10/21/10 and 10/25/10

to staff including nursing assistants, med
techs, and llcensed nurses on cansistently
providing care In accordance with each
residents written plan of care to reinforce
the requirement to follow the plannad
amount of assistance far the proviston of
heths and showers,

Education wlil bk provided upon hire to
staff Inciuding nursing assistants, med
techs, and ficensed nurses on follewling the
residents’ written plen of care and
raviewing the NADS dally.

HOW CORRECTIVE ACTIONS WILL HE
MONITORED:

Unscheduled ehservations of sta3ff members
providing assistance to resldents requiring
asslstance of more than one for showers
were done 9/17/10 thru 10/19/10

by deslgnated members of the QA
committee including tha ADCON, DON, QA
nurse, MDS coordinator, and Staf :
Pevelopment Coordinator,

GA committee members [ncluding the ADON,
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She stated she did nol refer (0 the carg plan o
review the intarventions required in the shower,
CNA #4 revealed the shower bed was agalnst the
wall; however, both sldes of the shower bed were
lowered and the rasident siipped away from her,
She statad she had not provided the residenl's
shower without assistance prior to the Incident. i

An Interview with LPN #2, on 10/13/10 at 1:20
PM, revesled the facllity had assessed the '
resident to require tolal assist with all activities of
dally living, except feeding himfherself, Afterthe
" fall, the rasident was transferred o bed and sent
! to the hospital about an hour later for complaints |
| of chest pain. The resident returned to the facility i
the same day, with a "possible” lefl clavicle
fracture.

} An interview with the Director of Nurging, on
j 1071410 at 10:45 AM, revealed the resident did
i not compiain of pain and there were no apparent

: injuries as a result of tha fall; however, the
i

Sontinued education wiit be providad o staff
Including nurse techs, mod techs, and
ficensed nurses at B mintmum of quartery
for the next ning months and then

annually.

KL SUMMARY STATEMENT OF DEFICIENGIES ) ; PROVIDER'S PLAN QF CORREGTION e
PREFIX | {EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX 1 {EACK CORRECTIVE AGTICN SHOULD BE CONPLETION
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! DEEICIENEY)
F 282 | Continued From page 6 FF 282
Further raview of the nurses’ note revealed
approxifmately an hour fater, the resident OON, QA nurse, MDS coordlinator, and Staff
complained of chest pain and wasg tranaferred to Development Coordinator will contlaue to
the hospita! at 10:46 AM. The resident returned randomy observe @ minimum of ten (16)
20 PM showers per week of resldents that regulre
by ambulance at 1:20 PM. more than one assl5t at unannounced timeos
] ’ for four (4) weeks. then a minimum of ten |
| . . : : showers per month for a parlod of tima to ba
An interview mthl Certified Nurse Aide (CNA) #4, determined by the OA commitree,
on 10/13/10 at 9:15 AM, reveeled two CNAs had Observations will Include staff on 1% and 2
asslsted her {o transfer Resident #9 from his/her gr:ﬁt}sﬂf({:?er% arﬁir;)o schedurlec:hshowers on 10/26/10
. 5] and Wil be to verify the number of
cha!r to fhe showe.r beq. The CNAs offered to staff asslsting with the shower Is In
assist with the resident's bath; however, she told i accordance with the residents' written plan
the other staff she did not need assistance with i of rare without devlation,
the rasidant's care provision after ine trfznsfer. ' The QA committee may Increase the i
Sha stated she was aware the resident's care frequency or duration of cbservatians If
plan required two staff assistance with transfers; concerr}s are ldentiﬂelg. Ct?ﬂnv‘;eriely. ifno
aress of congern are ldentified the
however, ‘she was unsure aboul the amount of frequency and duration of monltoring may
ataff required for assistance In the shower room. be decressed.
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by
Based on interviews and record review, it was
determined tha facility failed to ensure the

| resident's environment remained as free of

| accidenl hazards as possible and each resident

| recaived adaquate suparvigion lo prevent

! accidents for one resident (#9), in tho selected

| sample of 19, According to the resident's care

| plan, the resident requirad assistence of two staff

| whila In the shower room on a shower bed, On

| 08/08/10, Resident #9 sustained a fall from the
shower bed in the shower room, while being
asslsted by one staff member. Findings inciuds:

AFFECTED BY THIS PRACTICE:

STATEMENT OF DEFICIENCIES {X1} PROVIDER/SUPPLIERICLIA (X2) MULTIPLE CONSTRUCTION {%3) DATE SURVEY
AND PLAN OF CORRECTION IDERTIFICATION NUMBER: COMPLETED
A BUILDING
B.WING
185313 10/44/2010
HAME OF PROVIDER OR SUPPUIER STREET ADDRESS, CITY, STATE, ZIP CODE
CREEKWOOD PLACE NURSING & REHAB CENTER, INC 883 E. THIRD STREET
RUSSELLVILLE, KY 42276
xayio | SUMMARY STATEMENT OF DEFICIENCIES 1) PROVIDER'S PLAN OF GORRECTION ' A
PREFIX (EACH DEFIGIENGY MUST S8 PRECEDED BY FULL PREFIX {BACH CORRECTIVE ACTION SHOULD 88 | ecowpLETION
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CROBS-REFERENCED TO THE APPROPRIATE | PATE
; DEFICIENGY) i
F 282" Gontlnued From page 7 F 282 ,
i resident was sent to the hospital about an hour ]
 after the fall, due to complaints of chest pain.
She stated CNA #4 had plenty of stafi agsistance
available on the day the ragident fell and she
expected alf CNAs o review care plans gvary
shift, )
An interview with the adminislrator, on 10/14/10 at
2:30 PM, revealed an investigation was Inltiated
Immediately after the resident's fall and the facility
Invesligation revealed lhe care plan was not ;
followed by CNA #4. She expected CNA #4 to :
B review and foliow the care plans daily. .
F 323 | 483.25(h) FREE OF AGGIDENT F 323 i
55:D | HAZARDS/SUPERVISION/DEVICES
: F 323
i The facility must ensure that the resident
i environment remains as free of accident hazards it s the normal practice of Creekwood |
: 88 Is possible; and each reslden! recelves Place Nursing and Rehab Centar to :
adequatée supervision and assistance davices to ensure the resldents' environment !
! ident remalns as free of accident hazards as :
: prevent accidents. is pouglble; and ench resident racetves |
: aduquate supervision and asslstance :
; devices to prevent accldents, i
E This REQUIREMENT iz not met as evidenced CORRECTIVE ACTION FOR RESIDENTS

Nursing staff responsible for providing
ciare to resident (#9) were re-educated on
8/9/10 oy the ADON, DON, QA

nurse, and Staff Development Coordinator
. toprovide showers ta resident {#9) with

! the assistance of two In aceerdance

with fer written plan of care to enhance
safety.

Rasident {#9) Is recelving showers with the
assistance of two staff members In
accordance with her written plan of care.
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F 3231 Continued From page 8 F 323
Areview of the facility's policyfprocedure, "Fals", " POTENTIAL 10 BE AVLS HAVING THE
dated 06/01/10, revealad "The falls risk analysis ' IDENTIFIED:
should be completed upon admisslon, quarterly The written plan of cara for current
and with slg.r\[ﬂeanl shangs in condition affecting residents was reviewed by the ADON and
the resident's function status using the stats ,  the QA nurse to Identlfy residents requlring !
specific form. Based on the analysis, ;. assistance of mare than ohe staff member .
) faty. '
preventive/safety measuras will be Implemented, for snowers to promote safety
: @5 appropriate, for residants identified at risk for The review was comploted by 9/15/10.
 falla® .
A record review rovealed Resident #9 was MEASRUES OR SYSTEMIC CHANGES TO
admitted 10 the facility, on 01/15/07, with PREVENT RECURRENCE:
dizggnoses to include Urinary Tract Infection angd . Re-education was provided 3/8/10 thru
: Late Effect Cerebrovascular Accidant, ' %/20/10 and agaln 10/13/10 thru 10/16/10,
i and agaln 1{)/21;'10E and 10725710 to starf
, " including nurse techs, med techs,
A review of the annual Minimum Data Set (MDS), and licensed nurses on consfstently providing
" dated D8/17/10, revealed the facility identified carire In aclcordfance with :]zafch resit:ﬂents'
) : ' : writtgn plan of carn to relpforce the
; ReSIdem‘#S as mad}eralely_cogmtively Impaired raquirement to follow the plannad arounk
: and required extensive assistance of two staff of assistance for the provislon of uaths
: with bed mobillly and transfers. Resident #9 was and showers,
3 noa-ambuf’story aqd required tofal asslstance of Education witl be provided upon hire to
1 two staff with bathing. The resident had a staff Including nursing assistants, med
' left-sided paralysis from a previous stroke and tecpds. atnd !fc[etnsedlnursigs on follgwing the.
: e s : Tesigen S'WFEEF‘IFBRO care an
| rapetitious movemaents of the ng'ht iarrn, at times, raviewing the residents’ NADS dally so thot
| The resident was essessed as &' §" tall and i they are aware of the plan for servicas to
weighed 202 #, . provide care In @ manner that allows the "
resldents' gnvirgnment to be a5 free of
. , hazards a5 pessible and to provide
A review of a falls risk enalysis, dated 08/12/10, adequata supervision and assistance to :
i revealed the facllity assessed the resident as at avold accidents when possible.
high risk for falls. j HOW CORRECTIVE ACTIONS WILL BE
' : MONITORED:
- A review of the Comprehensive Care Plan for s ;;edm dob Mo of resldent
" " A eQ abservations esidents
. .Seif Car'a Daficit” dated 08/17/10, revealed : requiring assistance of mora than gne for
{ interventions included: "Total assistance of iwo showers Lo verify that assistante was
: With shower, shower two times per wesk. Uses gg‘:dsi‘la:;g?:iggg dmtt:; ;r‘g;fegﬁﬂ;?l o
: n . " v B
- shower bed." A review of the "Nurse A:dg Data thre 10/19/10 by deslgnated mambers of
" Sheet,” dated 08/18/10, revesled the resident | the QA cormmittee Including the ADON,
" required the assistance of two staff in the shower, DON, QA nurse, MDS coordinator, and Staff
{xevelopmant Coordinator.
FORM CMS-25687(02.99) Prrvicus Varslons Obraiale avanl ID:UK4ZE Ferclliy [On 100299 if coatinuallon sheat Pagas 9af 18
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rosident back 10 the shower bed, using a sheat,
The resident complained of a headache and
neurg-chacks were initialed, which were within
normal imits and the physician was notified.
Further review of tha nurses’ nole revealed the
resident complained of ches! pain at
approximately 10:30 AM and was transferred to
the hospltal, for evaluation. The resident returned

A ravigw of the facility's final investigation, dated
, 0911410, revealed CNA #4 wase alone in the
| shower room providing Resldent #8 a shower on i
the shower bed. The CNA had the shower bad i
positioned against the wall and folt the shower
bed move, The resident was positioned on histher
teft side at tha time, CNA #4 stated she fell the
resident slipping away from her and tha regident
fell to the floar anlo his/her left side, betwaen the
wall and the back of the shower bed. The CNA
called for assistance and the DON and LPNs #1
and #3 responded. Thara ware no ¢complaints of

to the fadility at approximately 1:20 PM. P

: pain upon the initial assessmant completed by the
i DON. Prlor to the fall, CNA #4 stated she
roceived assistance from two other CNAs to
 transfer tha resident from hisfher chalt to the

| shower bad. CNA #4 "thought” she could give the
rasident a shower without assistance and did not

D SUMMARY SYATEMENT OF DEFICIENCIES I PROVIBER'S PLAN OF CORREGTION f Y
PREFIX | {EACH DEFIGIENCY MUST BE PRECEDSD 8Y FULL PREFIX {EACH CORRECT:VE AGTION SHOULD BE | COMPLETION
TAG  C REGULATORY OR LSC IDENTIFYING INFORMATION) i TAQ CROSS-REFERENGED TO THE APFROPRIATR DHTE
: ! DEFICIENCY)
F 323 ! Continued From page 9 | F 323
; Using a shower bed. i
A review of the nursas' note, dated 08/09/10 at
5:30 AM, revealed Licensad Practical Nurse OA committee members Including the ADON
{LPN) #2 was surnmoned to the shower roem and DON, QA nurse. MDS coordinater, and Staff
she observed Resident #8 lying on hisfher back, Ue\;e"ﬁ'?t"‘eg‘ C°°’dif"a't7f will continue to
) randormly observe a minimum of ten (10}
an the fiaor. Staff reported the resident had rolled shewers per week of resldents that requirg
off the shower bed, The resldent was assessed moye than ong assist at unanngunced tmes,
a8 alert and verbal and a small abrasion was i‘;};ﬂggﬁ;‘p?rk-"- fh&“far";'“g“'“;" of ten (10}
\ . month for & perlod of time to
n_oted on the left side of the resident's ¢chin and i be determined by the QA cammittee, to
right knee. Four staff members transferrad the verify that adequate assistance Is provided : 10/26/10

to aveld accldents when passibls,

i CObservatlons will include staff on 3% and 2™

| shifts (there are no scheduled showers an ¢
shifi) angd will be ko verify the number of :
staff assisting with the shawer Is In :
accordance with the rasident's written plan
of care,

The QA committee may Increase the
frequency or duration of observations It
concerns are [dentlfied. Conversely, If no
arens of cancern are identifled the H
frequency and duration of menitorng may |
be dacraased,

Continuad education will be provided to staff
Including nursing assistante, med techs, and
licensed nurses at 8 mintmum of quarnerly

for the aext nine months and then annuaily,

|
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F 323, Continued From page 10
_realize the resident was care planned for
assistance of two siaff with showers.

i A review of the "Diagnostic Imaging,” dated
09/09/10, ravealed "Findings suspiclous for distal ;
Clavicular fracture.” A review of fallow-up
"Diagnostic Imaging,” dated 09/16/10, revealed,
"Fracture of the distal left Clavicle, AC joint injury
ls cartalnly possible. If anything there has been
furthar elavation of the Clavicle in relalion o lha
Acromion procass.” Further review of an
orthopaedic/neurosurgical report, dated 68/29/10,
revealed, "Shows questionable old fracture of the
distal end of the Clavicle with callus formation. No
abvious AC joint.”

An interview with CNA #4, on 10/13/10 at 9:15
AM, reveated she and two other CNAs transferced
Resident #9 from his/her chair to the shower bad,
However, when asked by the ofhar CNAs if she
needed assistanca with the shower, she told the
CNAs sha could handla it alone. She stated she
knew the resident was an assist of two staff with
transfers, but she was unsure about assistance
required in the shower, She stated she did not
chegk the care plan prior to providing the care.
Tha shower bed was against the wall and both
sides of the shower bed were lowered, The
resldent slipped away from her and fell to the
floor. She stated she had not completed tha
resident's shawer along, prior to the incident. She
just felt she could handle it.

Art interview with CNA #5, on 10/13/10 at 1:40
PM, revesled she and another CNA assisted CNA
#4 with the transfer of Resident #9 from the chair
to the shower bed on 09/08/10; however, CNA#4
totd them she could handle the shower alone.
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F 323 | Continuad From page 11

An interview with LPN #2, on 10/13/10 at 1:20
PM, revealed the rasident was assessed and sare
planned as o total assist with all of histher
activities of daily living, except for feeding
him/herself. After the fall, the resident was
transforred back lo bed; howevér, he/she was
san! to the hospilal about an hour later due to
complaints of chest pain. The resident retumad

| to the facility the same day with a possible

{ fractura of the left clavicle.

" Aninterview with the Director of Nursing, on -

. 10/14/10 at 10:45 AM, revealed she completed

; the Initial assesament after the residaent's fall. The
i rasldent did not complain of pain and there were
no apparent injuries. Howevar, tha resident was
sent to the hospitat about an hour after the fall,
dua 1o compiaints of chest pain. She stated CNA
#4 had available assistance and she expected all
CNAs lo'review care plans every shift,

An interview with the administrator, on 10/14/10 at
! 2:30 PM, revealed an invesligation was
i completed after the resident's fall and found the
' slaff had noi loltowed the care plan, She
I’ expected CNA #4 to review and follow care plans
daity. As a result of the CNA not reviewing or
following the care plan, the resident had
| sustained a fall,
F 441 483.66 INFECTION CONTROL, PREVENT
ga=p | SPREAD, LINENS

' The facility must establish and maintain an

: Infection Control Program deslgned to provide a

- aafe, sanilary and comfortable environment and

! 1o help prevent the development and transmission
i of disease and Infestion,

i
i {a) Infection Control Program

F 323

F 441

Fasx

each direct resident cantact,

It Is the normal practice of Creckwood
Place Nurslng and Rehab Center to
requlre that gtaff wash thelr hands after
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F 441 - Continued From page 12

: The facility must establish an Infection Control

| Program under which #t -

(1) Investigates, controls, and prevents Infections
in the facility;

{2} Dacldas what procedures, such as isolation,
should be appiied to an individval residant; and
{3} Mzintains a record of incidants and corrective
actions refated to infactions.

{b) Preventing Spread of infection

[ (1) Wnen the Infaction Gontrol Program

: determines that a resident neads isolation te

. prevent the spraad of infection, the facility must

!isolate the residant.

! {2} The facility must prohibit employses with a

| communicable disease or infected skin lestons

‘ from direct contact with residents or theirfood, If
direct contact will transmit the disease,
(3} The facility must require staff to wash thelr
hands aftar each direct resident contact for which

| hand washing is indicated by accepted

| profeasional practice.

| (c) Linens

i Personnel must handla, store, process and

! trangport linens 50 a3 to prevent the gpread of
1 Infection,

This REQUIREMENT Is not met as evidenced
by,

| Based on abszervationa, staff interviews and

I resord reviews, it was defermined the faciiity

falled 10 ensure slaff washed thelr hands after

each direct resident contact for which

|
!
.
i
i
1

_handwashing was inglcated for two residents (#1
- and #8), In the selacled sampla of 18.
_ Findings include:

F 441

:
!
i

CORRECTIVE ACTION FOR RESIDENTS
AFFECTED BY THIS PRACTICE:

Staff Identified a5 not washing thelr hands
while carlng for resldents (#1 and #6) were
pravidad re-gducation on 10/13/10 by the
Administrater on washing thelr hands aftar
each direct resident contact and following
proper hand hyglene practices.

Staff are now followlng proper hand nyglene
practices after gach direct resident cantact
for rasidents (#1 and #6), .

HOW OTHER RESIDENTS HAVING THE
POTENTIAL TO BE AFFECTED WERE
IDENTIFIED:

All rastdents were Identified as requiring
stoff wash thelr hands after each diregt -
resident contact, therefors all staff were
provided re-education on hand washing as
des¢ribed bejow,

MEASURES OR SYSTEMIC CHANGES TO
PREVENT RECURRENCE:

Re-gducation was provided by the
Administrator and Staff Development
Coagrdinator to staff Including

nurse techs, med techs, and licenged nurses
10/23/10, 10/14/10, 10/15/10, 10/16/10, !
10721110, and 10/25/10 releted to staff :
washing their hands after each :
direct regident contact, H

Further re-aducattan related to the
requirernaent of followlng proper kand
hygiene practices after resident contact

wllt be provided 11/8/10 thru 13/12/10to
staff Ingiuding nursing assistants,
medlcatlon aldes, and licensed nurses pot
previously ra-egucated on earier mentloned
dates, This re-aducation will be done by the
Setaff Developmeant Coordinater.
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A review of the policy/procedure, “Infection
Conlrol®, which was undated, revealed the most n%ﬁlgg::&cﬂw{ ACTIONS WILL BE
i imporiant way to prevent the spread of infection : -’
. was handwashing. Thiz was to be complatad A 10% sampla of residents wlii be
before and afier resldent care, éven if gloves sefected by the QA commitiae dalty for
d seven {7) days, then weekly for thrae (3}
Weio used, weeks and then monthly for & duration of
timag to be determined by the QA committes 11/13/10
1. A record review rovealed Rasident f1 was Pans srashing obsemvarlons. Tme sermpte wil
admitted (o the facility, on 07/19/10, with . includs residents on all units, Deslgnees
- diagnoses 1o Include Pressure Ulcar, Urlnary i from the JA committee ineluding
: the ADON, QA nurse, DON, and Staff

Tract Infeclion. and Respiratory System Disease,

A review of a quarterly Minimum Data Set (MDS),
on 08/28/10, revaaled the facllily idantified
Rasident #1 48 cognitively independent and
required extensive assistance with bad mability
and transfers. The MDS revealed the resident
had an indwalling catheter and was incontinent of
bowel.

AN observation of the provision of woundfcatheter
care, on 10/13/10 at 1:00 PM, revealed Licensed
Practical Nurse {(LPN) #1 did nol wash his hands,
prior to donning gloves. ARler care was provided

i by Ceriified Nurse Aide {CNA) #1, who did not

take off har contaminated gloves before touching
different objects in the residant's room, For
axample, she used the contral to lower the
rasldent's bed, touched the resident's badside
table and ad|usted the resident's finen on the bed
before removing the gloves.

Aninterview with LPN #1, on 10/13/10 at 1:10
PM, ravealed he should have washed hig hands
before and after providing care for Resident #1,

' An Interview with CNA #1, ont 10/13/10 a1 1:40
: PM, revealed she should have removed her

contact.

be decreased.

Davslopment Coordinater will randomly

U observe staff members on each

shift providing ¢are to the sample of rasidents

to verlfy that staff are followlng appropriate hand
hyglene practices after each direct resident

The QA Cornmittee may Increase the
frequency or duration of observatlens If
concerns are identified, Conversely, If no
areas of concern afe identifled the
frequency and duration of monitoring may
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. facility identified Resident #6 as cognitively
* independent and required extensive assistancs
. with bed mobility,

: revealed sha should have washed her hands
" before providing care for Resident #6 and after

gloves after providing care for Residant #1. She
stated, "I usually do."

2. A racord review revealed Resident #6 was
admitted to the facilily on 07/14/10. A review of
the quarterly MDS, dated DBf26/10, ravealed the

An observation of the provision of wound care, on
10/13110 at 9:40 AM, revealed LPN #1 cleansed
the resident's coccyx wound and then realized he
needed a Q-tip to measure the wound. Nurse
Aide (NA) #1 removed her gloves and left the
room and obtalned a Q-lip without washing her
hands. LPN #1 removed his gloves and left the
room without washing his hands. NA #1 and LPN
#1 returned to the resident's room, donned gloves
without washing their hands and provided care.
After provislon of care, NA #1 walked out into the
hallway and retrieved the resldent's wheeichalr,
while wearing tha contaminatad gloves. She
returned to the room with the wheelchatr,
removed her gloves and washed her hands.

An interview with LPN #1, on 10/13/10 at 1:10
PM, revealed he did not wash his hands after
removing his sofled gloves.

An interview with NA #1, on 10/13/10 at 1:20 PM,

remaoving her gloves.

. An inferview with the Diractor of Nursing, on

1014710 at 9:55 AM. revealed stalf should wash

! their hands before providing resident sare and
- after removing thelr solled gloves. She expecied

4
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F 441 | Continued From page 15
staff to follow the facility policy for handwashing.

F 441
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x40 | SUMMARY STATEMENT OF DEFICIENCIES 1D AOVIDER'S PLAN OF CORRER, Q
PREFIX (EAGH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EAGH CORRECTIVE AGTION SHO
TAG REGULATORY OR LSC IDENTIFYING INFORMATION) TAG CRO3S-REFERENCED TO THE ARPROP
l DEFIGIENCY) |
K 000 ‘ INITIAL COMMENTS K 000 \
. K1.47 \
A Life Safety Code Survey was conducted on !
10/14/10 to determine Faederal compliance with ! |
i . it Is tha normal practice of Creekwond
l Title 42, Code of Fedaral Ragulations. 482.41 (b) place Nursing and Rehab for electrical
(Life Safety from Fire) and found the facility not in ‘ ‘ wlﬂnr?dand aqﬂlgw:g:t;ob%;l o l
; i accordance W v Q
c:omphant:.a vilh NF.PA 101 Life Safety Code Electric Code 9.1.2, relating to ground
2000 Edition. Deflciencles were cited with the ~ fault protection for all alactrical
highest deflciency at an 0. receptacles near a water source. |
K 147 | NFPA 101 LIFE SAFETY CODE STANDARD ~ K 147|
58=D ’
Eleclrical wiring and equipment is in accordance {
: ECTIVE ACTION FOR RESIDENTS
with NFPA 70, Nallonal Electrical Code. 8.1.2 } | OO v THIS PRACTICE: )
110/15/10
‘ ‘The light fixture located over the sink In the
pathroor of Resident Room # 114 was '
\ ! removed.
. This STANDARD is hot met as evidenced by: l l \
Based on obhservation and staff interview, the HOW OTHER RESIDENTS HAVING THE ~
facllity failed to ensure compliance with NFPA 70 ~ :’gg:ﬁ:{;\:;"m BE AFFECTED WERE .
National Elactrie Code 1999 Edition refating to : }
ground fault protection for 2l elactrical I \ i [ :
1 H All other e ectrical receptacies near water
receptaclas near a water source. This condition A o wore chacked to ensuré co mpllance
affected two residents, with NFPA 70 Natlonal Electrlc Code 9.1.2
relating to ground fault protection for
i % electrical receptacles near water sources, \
Examples m.dUdB' ~ Receptacles not In compliance with this code
During the Life Safety Code Inspection tour were ramoved. \
condugcted, on 10/14/10 at approximately 10:00 \
AM, a light fixture located over the sink in the MEASURES OR SYSTEMIC CHANGES TO »
bathroom of Resident Room #114 was observed PREVENT RECURRENCE:
to have a 125 volt receptacle which was not ‘
ground faull protected (GFCI). ‘ \ sducation was provided to malntenance
etaff on 10/13/10 relating to all electrical ~
An interview with the Director of Malntenance at ! receptacles near wa‘ter sources requiring
this time revealed he was aware that some of the ground fault protection. \
light fixtures contained a recaptacle, but had not | Any electrical receptacles Installed near
thought about them not being ground fault water sources wlil be checked by
rotected \ Malntenance staff to verify ground favlt
P . protection and compllance with NFPA 70, \
| l l Natlonal Electric Cade 9.1.2,
1
LABORATORY, DIRECTOR'S OR PROVIDER/SUPFLIER REPRESENTATIVE'S SIGNATURE « TITLE, 8) DAT!
i’am Lt dA A O A pmisioladat) (/1270
Any deﬂc!encyg?*msnt anding with an asterlek (*) denoles 8 dgcisncy which tha Institutlon may be oxeused from correcting providing It Is doterminod that /
p

other aafequard§ provide sufflciant protaction to the pallenta. (See Instructions

program participation.

FORM CMS-2667(02-98) Previoua Verslong Obaolela

Event |D: UK4Z21

)} Except for nursing hoinas,
folloving tha date of survey whether or hat @ plan of cerreclion Ia provided. For nu
days follpwing the dale these documents ara mada avallable 1o the facillly. if deficlencles ar¢ clled, an app

rslng homeos, the abave

Frcilty ID: 100289

(ke findings slaled Bbove Bre dlsclosable 80 days
ndings and plans of correcllan are disclosable 14

roved plan of correction I8 requisite to ¢onlinued
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PROVIDER'S PLAN OF CORRECTION

X5}

Reférance 10!

NEPA 70 National Elsctric Code 1999 Edition
240-8. Ground-Fault Circuit-Interrupter Protaction
for Parsonnel

{a) Dwelling Units. Al 125-volt, single-phase, 15-
and 20-ampere receplacles installed in fhe
looatlons specified below shall hava ground-fault
girouit-interrupter proteciion for personnal.

1. Bathrooms,

(X410 SUMMARY STATEMENT OF DEFICIENCIES o
PREFIX (EACH DEFICIENGY MUST BE PRECEDED BY FULL PREFIX (EACH CORRECTIVE ACTION SHOULD BE COMPLETIQN
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| | DEFICIENCY}
K 147 l Conlinued From page 1 ! K 147

HOW CORRECTIVE ACTIONS WILL BE
MONITORED:

After completion of repelrs, rounds wilt be
conductad by the Administrater of
Maintenance Director annually ta verify
that all electrical receptacies instalied

rear water sources are equipped with
ground fault protaction, Any etectrical
rapalrs completed on receptacles near

a water source will be reviewed by the
Director of Malntenance to verify that it has

ground fault protection on an ongoing basls,
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